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844 S. Fleishel Ave
Tyler, TX 75701
PATIENT REGISTRATION FORM
As a health care provider we are required to collect demographic information regarding the patients we serve. The information you provide is confidential. Please check Not Reported/Refused if you do not wish to answer a specific question. Thank you for choosing Generational Health Innovations as your health care provider.

	

	LAST NAME
	MAIDEN NAME
	FIRST NAME
	MIDDLE 
	MALE
 FEMALE

	SOCIAL SECURITY NO.

	AGE
	BIRTH DATE

	MAILING ADDRESS

	APT NO.

	CITY

	STATE
	ZIP
	COUNTY

	Primary Insurance:                                                          Secondary Insurance:                                                 
Insurance ID:                                                                    Insurance ID:

	 HOME PHONE

	 WORK PHONE
	 CELL PHONE
	Primary Phone
Home Work Cell
	 EMAIL

	RACE:   American Indian or Alaska Native     Asian     Black or African American                      White     Native Hawaiian or other Pacific Islander   Unreported/Refused to Report
	Ethnicity:
 Hispanic or Latino 
 Not Hispanic or Latino
 Unreported/Refused to Report

	Relationship status
 Single        Married
 Divorced/Separated
Widowed 
	Veteran Status
 Yes  No
	Homeless
  Yes    
 No
	Worker
 Seasonal
 Migrant
	Language
 English  Spanish
Sign language  
Other______________

	Employment
Not Employed    Retired                      Full time               Part time
	Employer
	Phone number

	***FEMALE PATIENTS***
Date of last menstrual period_____/______/_____ 

Have you ever been a patient here before?  No  Yes  If  yes what year/last name_________________

	EMERGENCY CONTACT 

Last Name___________________________ First____________________________ Relationship to Patient:__________________

Phone: Home________________________ Cell_________________________________ Work _________________________

	***PARENTS (COMPLETE ONLY IF ABOVE IS UNDER THE OF 18)***

	MOTHER (Guardian)

	FATHER (Guardian)

	Mailing Address  Check if same as above

	Mailing Address  Check if same as above


	City/State/Zip

	City/State/Zip


	Date of Birth

	Employer
	Date of Birth

	Employer

	 Phone number

	Primary Phone
Home Work Cell
	 Phone number

	Primary Phone
Home Work Cell

	Relationship to Child:   Mother  Father   Grandparent    Foster Parent   Other




Patient/Guardian Signature______________________________________   Date____________________

Staff Signature________________________________________________   Date____________________
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